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To the Editor,

We thank Dr. Gueret et al. for their interest in our work

and would like to address some of their comments.1,2 First,

we agree that the abbreviated way we calculated the strong

ion difference may be a limitation. This approach was

chosen as other components of the strong ion difference,

such as lactate or magnesium, were not available in our

database. Second, Gueret et al. pointed out that the

association between normal saline volume and delayed

graft function (DGF) was only present when DGF was

defined as the need for any renal replacement therapy

(RRT) within one week after transplantation, but not when

using the creatinine-based definition of DGF. This is an

interesting difference but, while multiple definitions of

DGF have been described in the literature, the need for

RRT in the first postoperative week is currently the

standard.3,4 Further, although in the comparison using a

creatinine-based definition of DGF the association with

total saline volume was not statistically significant, the

results were in the same range as in the comparison using

the standard definition (odds ratio [OR], 1.14; 95%

confidence interval [CI], 1.00 to 1.29 in the logistic

regression model using the standard definition of DGF vs

OR, 1.12; 95% CI, 0.98 to 1.22 in the model using the

creatinine-based definition).

Gueret et al. also noted the relatively small difference in

the total volume of normal saline given between the two

groups (508 mL). While small, we believe that this is a

clinically meaningful volume. Also, as the authors note, a

small but significantly higher proportion of patients

received gelatins or buffered crystalloids (Ringer lactate

or isofundine) in the DGF group compared with the non-

DGF group. Unfortunately, the volumes of these fluids

were not recorded in our database, so we were not able to

run additional analyses. Finally, Gueret et al. highlight the

key challenge with this study, that it was not possible for us

to determine causation. Did patients receive more fluid

postoperatively because they were oliguric and developing

DGF, or did they receive excessive fluid and suffer from

renal congestion and functional impairment contributing to

DGF?

Despite these limitations, our study provides evidence

that suggests a lack of toxicity of hyperchloremia on

postoperative graft function. This may reassure physicians

who routinely use normal saline for kidney transplant

resuscitation. Nevertheless, definitive answers will require

a randomized-controlled trial of normal saline vs buffered

crystalloids following kidney transplantation.
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Université de Rennes, CHU de Rennes, Institut NUMECAN,

Rennes, France
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